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MORBIDITY OF HERNIOPLASTY. 

Hucu N. Macxecunig, A.B., M.D., C.M., 

CxIcaGo. 

By the title of “morbidity of hernioplasty” we 
mean the diseased, or ailing condition following and 
incident to hernioplasty in contradistinction to mor- 
tality, which has to do with the death rate. We fre- 
quently see mortality statistics quoted upholding the 
daims of superiority of this or that operation, or this 
or that operator, but where have you seen a tale of 
morbidity statistics setting forth claims of su- 
periority ? 

Perhaps there is a good reason for this in the lack 
of uniformity of standards whereby a morbidity table 
becompiled. In formulating mortality statistics we 
have but one consideration, viz., life or death. 

In formulating morbidity statistics, on the other 
hand, there are several factors influencing, e. g.: 

a. The mental attitude of the patient whether to 
be strictly honest or to overstate. 

b. The mental attitude of the examiner, whether 
critical or -indulgent. 

c. The exact physical condition of the patient 
as evidenced by examination. 

An examination of a large number of inguinal 
hernia cases operated upon by several surgeons of 
vatying degrees of experience is the basis for re- 
marks in this paper ‘and gives one much food for 
thought. These patients accepted operation not al- 
ways from necessity, but from a desire for increased 
efficiency, they were not cases complicated by infec- 
tion, strangulation, gangrene, or other conditions de- 
manding immediate attention, but were of weakness, 
sometimes pain or discomfort, of a tumor mass of 
varying size in the inguinal region, and, on examina- 
tion, an enlarged external ring. In many cases the 
hernia was incomplete, but by inserting the finger 
through the external ring the impulse of the sac 
could be felt against the end of the finger. These 
symptoms in many cases extended over a period of 
months or years. 

The type of operation performed, viz., that of Bas- 
‘ini, Ferguson, Halsted, MacEwen, or their varia- 
tions, was not ascertained in each case, but the as- 
‘sumption is that the operator exercised his judgment 
in choosing the one best adapted to the individual 
tase. No effort is made to distinguish, and there- 
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fore advance the claims of any technic. Neither is 
there any effort to make a statistical study for com- 
parison or contrast. Rather it is desired to accept 
the lessons taught by each group and draw conclu- 
sicns therefrom, in this way to stimulate efforts for 
greater care, both in the choice of type of operation 
and in perfection of technic. 


I. Of the complications observed the most common 
is pain. This varies from a dull ache to a sharp and 
lancinating pain. It may be continuous or intermit- 
tant. In the latter case atmospheric conditions, or 
mere frequently prolonged standing with straining 
or tension is an aggravating factor. It is frequently 
due to involvement of the ilio-inguinal nerve in the 
newly formed scar tissue. If there has been much 
disturbance of the nerve either by stretching or in its 
relations or if there is much exudate and much 
fibrosis, the pain is certain to be increased, and con- 
versely with little trauma or exudate there is a mini- 
mum opportunity for functional involvement of the 
nerve. It behooves us, therefore, to proceed with 
the greatest gentleness in our manipulations in these 
cases. Furthermore, this pain may be due to trau- 
matism of the nerve by suture. It is a very easy 
matter in speeding up an operation to include the 
ilio-inguinal nerve, with consequent paresthesia, an- 
esthesia and early hyperesthesia. 

Pain also may be produced by a stretching of the 
scar. It frequently occurs that in the haste incident 
to modern surgery, inequalities in suture tension, in- 
equalities in the size of the “bite”, improper, or im- 
perfect or irregular coaptation of the sutured edges 
will occur. These conditions predispose to weak 
spots and these, when intraabdominal tension in- 
creases, tend to give way at least to the point of reg- 
ularity. These slight disturbances produce pain 
usually of a dull aching character with frequent 
sharp lancinating exacerbations. The patient con- 
tinually protects the wound area and at the time of 
acute attacks may be forced to rest. It should be re- 
membered that this is quite too frequently the early 
manifestation of a recurrence, and efforts should be 
put forth. by mechanical means, such as belts or 
trusses, as well as by rest, to stop the development. 
The need for these may be temporary, but none the 
less urgent. 
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In order that this group may be not large, we must 
exercise great care in the repair work of our hernias. 
Emphasis should be placed on the following points 
as important : 

a. Regularity in the insertion of stitches. By 
this I mean that the muscle or fascia on one side 
should not be puckered while that on the other side 
is stitched. 

b. Non-inclusion of nerves in suture. 

c. Catgut of proper strength, i. e., sufficiently 
- large to stand the strain until scar tissue should form, 
but not so large as to be irritating to, tissues or im- 
possible of sterilization or of absorption. 

d. Careful coaptation of edges without tension 
that will produce cell necrosis. 

e. Efficient and sufficient repair to produce sup- 
port to the region and to protect the weak spot in 
the abdominal wall. 

II. Pressure on the cord is a too frequent occur- 
rence. This pressure may be produced by tension 
at the internal ring along the canal, or at the exter- 
nal ring. With this pressure comes a train of symp- 
toms varying with the involvement of the organ 
most seriously affected and with the length of time 
of the affection. If we remember that in this cord 
there are veins which are easily compressible, an ar- 
tery which is less so because of a thicker coat and 
because it has arterial tension back of it to force the 
blood through, and, lastly, a vas which is a firm, 
fibrous tube, we can appreciate and anticipate what 
may arise and which condition will be first. It takes 
but slight pressure on, and consequently slight com- 
pression of, veins to prevent a free flow of blood 
back to the central system. Consequently a ring or 
‘ a canal made too snug will in a short time produce 
an edema and later on a varicocele whose severity 
will depend on the degree of pressure and the length 
of time it has persisted. 

A still greater pressure is needed to compress the 
artery and decrease the flow of blood to the testicle. 
If, however, it should occur, there will be an ische- 
mia, and very early developing thereon, an atrophy 
of the testicle. 

A further condition, although an unusual one, is 
that brought about by pressure on the vas. I say un- 
usual, because it is seldom that the pressure is suf- 
ficient to produce obstruction in the vas until long 
after it has produced complete obstruction in both 
the artery and veins. However, a selective action, 
as by a suture, will produce it and should it occur, 
there will be a marked distention of the vas and epi- 
didymis with cystic development, discomfort and dis- 
tress, until there should be a rupture into or through 


the scrotum; or a testicular atrophy with a cessation 
of testicular secretion. We speak and think so much 
of the procreative function that we forget a late com. 
plication, viz., the loss of the internal secretion of the 
testicle. This is of utmost importance in those cases 
where operation is performed on both sides, but it 
should not be lost sight of in unilateral cases, be. 
cause of the danger of future injury to or loss of the 
testicle on the other side. There is always a possi- 
bility because of the exposed location of the testicle 
One does not need to enter into a discussion of the 
importance of the testicular internal secretion in the 
economy of the male. The changes occurring when 
it is lost, the improvement in condition when testicu- 
lar extract is administered, and the effects in more 
recent work of testicle implantation as evidenced by 
many operators, should set us strongly on our guard 
against doing anything that will produce the loss of 
either normal gland. 

In order that these complications do not arise, we 
must avoid certain things in operative technic: 

a. At the internal ring. In decreasing the size of 
the internal ring, there are two methods. One is to 
insert a purse-string into the peritoneum around the 
cord at the internal ring. This is a dangerous pro- 
cedure because of the possibility of drawing it too 


‘tightly, and it demands a precision in’ judgment 


which will sometimes fail us. The other method is 
to insert a suture just lateral and adjacent to the 
cord, involving that side of the ring; and a second on 
the mesial side of the cord, involving this side of 
the ring. This is doubtless the safer procedure, but 
is not always easy of perfect adaptation. 

b. Inthe canal. Here we must traumatize to the 
least extent the tissues of the cord and the canal. In- 
creased trauma means increased exudate, and this in 
turn means increased fibrosis. There, as in almost 
every surgical procedure, minimum trauma spell 
success. We should have a minimum not only of e 
cretion, but of hemorrhage. Whenever we close # 
canal that*is oozing, we are adding very materially 
to our morbidity, if not to our mortality. 

c. At the external ring. The closure of the & 
ternal ring presents a problem to the novice and vet} 
often to the experienced. The rule of leavig 
enough space in the external ring to allow the & 
trance of a pair of artery forceps is a good one. 0 
the other hand, one must not be so timid about cls 
ing this ring as to leave one that is too large. 

If, therefore, we add a few moments to our opera! 
ing time and examine carefully the size of the ™ 
ternal ring, the condition of the canal and the s# 


of the external ring, we can often save our paties! 
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from a disability far greater than that of the shock 
of a slightly prolonged anesthesia. Singly, these 
things produce trouble, but combined they multiply 
it greatly. 

III. Recurrence. This bugbear of hernia opera- 
tions is one which, with careful technic and sensible 
post-operative treatment, should seldom occur. 
There are cases in which it seems almost inherently 
impossible to get satisfactory union, but these cases 
are rare and may be passed without consideration. 
The most frequent causes of recurrence are (1) in- 
fections, hemorrhages and fat necrosis, excretions in 
the canal preventing good union; (2) catgut faulty 


in tensile strength; (3) irregularities in tension and | 


in coaptation with consequently poor union; (4) im- 
perfect closure of the rings and the canal; (5) too 
early exertion following operation before good 
fibrous union has occurred, and (6) improper selec- 
tion ef operation for reinforcement of the canal at 
the weak point. 

The two great types of inguinal hernia are the 
oblique and the direct. I am firmly convinced that 
we should make a distinction in the technic of repair 
in these two types. I am very partial to the Fergu- 
son-Andrews operation, because it approaches the 
normal anatomic condition, but I believe that its best 
application is in the oblique hernias. It reinforces 


_ the weak spot at the internal ring by additional mus- 


cle layers. In the direct type of hernia, on the other 
hand, it is essential that Hesselbach’s triangle be re- 
inforced. This is well done in Bassini’s operation, 
aided sometimes by a layer from the anterior sheath 
of the rectus, or by a transplant of fascia lata. Con-. 
versely, I think that Bassini’s operation is not so 
successfully applied in oblique hernias, because it 
does not reinforce the internal ring, while, on the 
ether hand, in the direct type, the Ferguson-An- 
drews operation does not as thoroughly reinforce 
Hesselbach’s triangle. | 

In some of my cases a small sac was reforming at 
the internal ring and was palpable beneath the skin 
over this point. It was evident that a Bassini opera- 
tion of transplanting the cord had been performed. 
I believe it would have been better to perform a Fer- 
guson-Andrews operation, great stress being laid in 
this operation on the need of closing, then covering 
and reinforcing the internal ring, to prevent even the 
commencement of a sac. On the other hand, I am 
confident that if in several direct hernia recurrences, 
a Bassini technic had been used or a fascia trans- 
plant performed, no such condition would have 
arisen. 

With the degree of perfection of preparation of 


all operating room materials and all operating room 
technic of the present day, infections are not excus- 
able. Errors in technic, in preparation and at opera- 
tion seldom should occur. An operator who has in- 
fections teday should look carefully to his own im- 
perfections as the probable cause for their presence. 
Primary hemorrhages and all oozing should be 
checked before any attempt is made to close the 
wound. This is important. There will be enough 
to form the base for fibrous tissue, without produc- 
ing any. There will be a sufficient amount for all 
essential purposes without leaving any as we go. 
Secondary hemorrhage may occur from small ar- 
teries, veins or capillaries. Our best efforts should 
be put forth to prevent it, by tying immediately all 
vessels that bleed freely and examine at a later mo- 
ment all that tend to persistent cozing. 

One thing that is of great importance, yet receives 
but little attention, is fat necrosis. Every operative 
case should receive as careful easy manipulation as if 
the patient were awake and able to defend himself. 
This should be not only for the prevention of shock, 
as in all operations, but for the decrease in local 
trauma and necrosis. Every operator of experience 
has seen in “fat” people the fat coze into a wound 
under pressure. The greater the amount of pressure 
or injury the greater will be the amount of this fatty 
exudate. This fat does not coagulate and produce 


occlusion of the cells as occurs in hemorrhage, and 


consequently there is frequently a collection of fat in 
dead spaces, along fascial planes and where tension 
is not as perfect as it ought to be. This material 
does not tend to absorb, but rather to increase. As 
it does so, it burrows through lines of least resist- 
ance to the surface or along fascial planes. This is 
followed by non-union between the planes and at co- 
apted edges and with a consequent potential recur- 
rence. 

Catgut is always a source of worry because of its 
variability in tensile strength. This is particularly 
so since 1915. One strand will be perfect, while the 
next one will be full of flaws. Unfortunately these 
do not always show until after insertion and a partial 
absorption takes place, allowing breakage and separa- 
tion of the coapted edges. 

I believe that in the great majority of ligatures 
we use a catgut of too large a size. Why use a liga- 
ture that one cannot break on a little vessel that the 
slightest compression will obliterate? Why tie a 
horse with a chain large enough to held an elephant? 
Why use a No, 2 gut where No. 00 will do? 


Too early exertion following operation deserves a 
word, and yet one can scarcely lay down a rule. 
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From a surgical pathology standpoint, we are fa- 
miliar with the development of scar tissue and the 
knowledge that it takes some three weeks for it to 
form. This does not mean that we need to keep our 
patients on their backs for three weeks, or even two, 
while strong fibrous union is taking place, but it does 
mean that we should have a due regard fer the ten- 
sion in the abdominal wall and the tendency for re- 
turn of the hernia. 

If we will remember that a hernia is an abdominal 

condition, producing abnormal relations in the abdo- 
minal wall, that we must eliminate these abnormali- 
ties, that in so doing we must approach as nearly as 
possible the normal and not overreach ourselves in 
our efforts, we will have the proper principles to 
guide us. Having made the repair, we shculd be 
guided by the individual conditions as to the length 
of time the patient should lie in bed. Some patients 
heal more quickly than others. Some are more even- 
ly repaired and the parts more carefully coapted and 
with less tension. Some catgut holds longer than 
others. 
_ Two weeks perfectly flat, one week moving in bed 
and then a week or two of convalescence is a fair 
average, I believe. I have had patients around in ten 
days without complication. The conduct. of these 
patients in subsequent months in avoiding dangerous 
postures and exertions is important. 

In the closure of wounds, it is essential that all 

surfaces be thoroughly and carefully coapted and 
that no dead spaces be left in which serum, blood, 
fat or other fluid may collect. When these begin to 
collect they follow Boyle’s law and tend to increase 
under pressure rather than to stop it. Fine catgut 
and small knots are very desirable. By rough edges 
and sharp angles these both may produce an irrita- 
tion with consequent necrosis or hemorrhage. 
_ In an earlier paragraph I have spoken of irregu- 
Jarity in tension and in ccaptation and imperfect 
closure of the rings and canals as productive of other 
morbid conditions ; I do not need to repeat here other 
than to draw attention to these as causative factors 
of recurrences. 

IV. Opening of viscera. To speak of this sounds 
like an indictment of surgery, but it is not. Many 
of our best surgeons, as well as others, have had the 
mishap. The small intestine is frequently enveloped 
in adhesions and fat in the hernial sac, and in rapid 
dissection it is not a difficult matter to pass. through 
the fibrosed wall. which is mistaken for ordinary 
fibrous tissue until too late. This unfortunate cir- 


cymstance may prove a serious matter by the preduc- 
tion of a permanent fistula or a severe infection in 


the abdominal wall, both conditions predisposing to a 
recurrence cf the hernia. On the other hand, a care- 
ful suturing of the opening accompanied by a scrup- 
ulous toilet of the region may prevent any wntoward 
results. 

The bladder has been opened many times in opera- 
tions on direct inguinal and on femoral hernias. This 


is due to the drawing of the bladder wall along with 


the peritoneum in the formation of the hernial sac. 
As the sac is being dissected one notes an increase 
in thickness at its neck in cases where the bladder 
is included. If one fails in this and opens the viscus, 
immediate closure is imperative else a urinary fistula 
of more or less permanence may occur. In these 
cases a retention catheter through the urethra is 
highly essential so that the bladder be not distended 
and urine extravasated between the sutures. This 
should be retained for five days by which time the 
bladder centrol will have returned. 

V. Adhesions. So many times we have found 
the evidences of adhesions following simple, clean 
operations that I wish to speak of them: not only 
the subjective, but the objective, including ptosis 
due to a fixed omentum, and stasis due to fixation of 
the bowel itself. These have been found at operation 
and frequently by roentgenologic examination with 
either the barium meal or pneumoperitoneum or 
both. How are these adhesions to be avoided? By 
minimal and careful manipulation of the peritoneum. 

The lack of attention to detail in these matters 
leads to a denudation of the endothelium of the peri- 
toneum. Furthermore, a careful, painstaking effort 
must be made to cover the raw surfaces produced by 
separation and to the removal of all tags and super- 
flucus tissue. 

Still further, in closing the isin raw edges 
must not be allowed to turn into the peritoneal cavity, 
but must be turned outward. I find this is much 
more easy of accomplishment, especially in those 
cases with a large neck to the sac, by a continuous 
running suture rather than the ordinary purse-string 
suture. 

To sum the whole matter up, I would say that the 
morbidity of hernioplasty is of far greater moment 
than the mortality; that recurrences are not the only 
morbid consequences that arise, but that the other 
conditions which I have mentioned may in the in- 
dividual case be of equal importance; that a man 


“may be economically as unfit because of pain or be- 


cause of intraabdominal conditions, as if he had a 
recurrence; that we must lay less stress on having 
pulled a man through an operation and more on de- 
creasing his disability. | 
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THE AFTER-TREATMENT OF OPERA- 
TIONS ON THE THROAT, NOSE 
AND EAR. 


ANpDREW WvytlE, M.D., C.M., 


Surgeon, Central London Throat, Nose and Ear Hospital, 
Lonpvon, ENGLAND. 


Text-books deal exhaustively with the diagnosis 
and treatment of diseases so. far as the surgeon is 
concerned for iminediate relief. The after-treatment 
is often ignored and left to chance. The text-books 
are not the only offenders; surgeons are themselves 
also to. blame. They are responsible, yet they trust 


entirely to nurses, or consider that their responsi- 


bility ends with the operation. In my opinion this 
should not be so. Why should so many cases of radi- 
cal mastoid operations reappear again both in hos- 
pital and private practice? Why should a child not 
be any better after an operation for removal of ton- 
sils and adenoids? The answer is that the after- 
treatment is neglected. For his own reputation the 
surgeon should see his ship not only properly navi- 
gated into port, but safely berthed and unloaded. 
How few nurses can properly syringe an ear, yet 
they are entrusted with the after-care of mastoid 
operations! Patients and friends are also to blame; 
they consider the operation is everything and the 
Gods will do the rest. 

I do not advocate interfering very much in after- 
treatment; in fact, I advise a waiting policy,—to 
stand by, watch and attend to the smallest detail. 

LaRYNxX AND TRACHEA. 

After the removal of laryngeal growths by either 
direct or indirect measure, the chief treatment is ab- 
solute rest of the voice for at least seven days and 
speaking in gentle tones for another seven or eight 
days. The patient to be advised to sit in a chair 
and at frequent intervals to inhale medicated steam. 

After laryngo-fissure or tracheotomy the patient 
must be kept quiet, propped up in bed night and day, 
and as soon as possible advised to sit in a chair. The 
inner tracheotomy tube is to be removed, cleaned and 
reinserted every few hours. 

In cases of operation on the larynx, always advise 
that the room be left undusted; do not allow pun- 
gent food or drinks; insist on absolute rest of the 
voice; and see that a nurse is engaged who has had 
experience in tracheotomy cases. Note whether she 
cleans the inner tube thoroughly and whether she is 


’ able to reinsert the tracheotomy tube if it slips out. 


This latter point is very essential for many accidents 
have occurred which could have been avoided if the 
nurse was educated in dealing with such cases. 


. PHARYNx AND Naso-PHARYNx. 

After removal of growths, tonsils and adenoids no 
active treatment is required. The general condition 
of the patient must be looked after, a purgative and 
saline administered, the patient encouraged to sit up 
in bed and keep quiet, to use a mild antiseptic mouth- 
wash, and have ice to suck and a diet of beef-tea or 
soup as cold as possible. 

Gargles and sprays are not advisable as these tend 
to loosen any clot in the tonsillar bed, to irritate the 
throat and cause coughing. In fact, the less the sur- 
geon interferes the better for the patient for at least 
a week after the operation. Even repeated examina- 
tion of the throat is harmful. 

To obviate extreme pain in swallowing during the 
first three or four days, teach the patient to press the 
ears with the forefingers tightly during deglutition. 

The care of patients after removal of adenoids is 
most important and to have a successful result and 
cure the habitual mouth-breathing is a tedious and 
difficult matter. There is no royal road. Each pa- 
tient calls for some variation in method, but certain 
principles will hold good in all cases. 

Artificial helps are not to be relied upon, tying 
up the jaw may help indirectly if employed during 
the day-time as a suggestive factor only. To restore 
nasal breathing the use of the handkerchief should 
be encouraged and the child must be educated in 
four stages: I. to whistle; 2, to blow out a lighted 
match through the nose with closed lips; 3. to mas- 
ticate and swallow with closed lips; 4. to blow out a 
lighted match through the nostrils with open lips. 
When this latter is mastered, it proves that complete 
control has been acquired over the palatal and 
pharyngeal muscles. In addition to these four stages, 
I generally suggest exercises, such as skipping and 
dumb-bell exercises with closed lips. 

Mastication and swallowing with closed lips must 
be strongly enforced, it is in such cases when patients 
bolt their food, that we find mouth-breathing strong- 
ly developed, and gastro-intestinal troubles and all 
varieties of inevitable malnutrition. If a child can 
be taught to breathe through the nose when awake, it 
will very soon do so automatically when asleep, but 
only when the oral, lingual, palatal and phrayngeal 
muscles are properly educated and co-ordinated. 

NosE AND SINUSES. 

A strict adherence to the principles of masterly 
inactivity should be employed after such operations. 
The less the nose is plugged with gauze packing or 
drainage or, in resection cases, with splints or ex- 
panded finger stall, the better. In certain cases of 
excessive bleeding or if there is danger of hema- 
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toma or an abscess; pressure is needed with either 
gauze tube or splint, but remove these as soon as pos- 
sible; 24 hours is long enough. There are more 
suppurations of the middle ears caused by nasal 
plugging than one cares to mention. The dangers 
are not only immediate but remote, for rhinoliths 
have been found in middle and old age that have been 
formed around a long-lost piece of cotton wool. 
Cases of sinusitis have developed from an old plug 
hidden under one of the turbinates. If packing is 
necessary, never use small wads of cotton wool, but 
a long strip of gauze. 

After operations for sinusitis or ethmoiditis, for 
at least a week do not syringe the nostrils, nor use 
Politzer’s inflator, or Valsalva’s method of inflation 
in case the nose and naso-pharynx are septic. Ear 
diseases would not be so common after such opera- 
tions if the surgeon or nurse would refrain from 
syringing. About a week after the operation, when 
the acute inflammation has subsided a mild saline 
douche gently used, will relieve the obstructive feel- 
ing. Clean out the blood clots, pus and crusts. A 
mild antiseptic ointment or atomizer to the nostrils 
will keep these clean and antiseptic afterwards. 
After nasal operations, the patient must be en- 
couraged to sit up in bed or a chair. 

RapicaL ANTRUM OPERATIONS. 

After a radical antrum operation, it is best to leave 
the case alone for the first few days at least, until 
the acute inflammation has subsided. One is forced 
to plug the cavity with gauze during the operation 
to obviate bleeding and the formation of clots, but 
on the second day this should be removed. Nothing 
is to be done until the third day; then gently douche 
with antiseptic astringents or saline solutions, douch- 
ing through the nose with a bent antrum canula. 
Encourage the patient to sit up as soon as possible. 
Gentle douching has to be continued for a few weeks. 
In antrum operations, the patients should wash the 
mouth with an antiseptic solution. Lying on the 
back or the sound side is liable either to cause an in- 
flammatory condition of the normal sinuses or to 
make the pus and muco-pus flow down the naso- 
pharynx into the throat and infect the trachea and 
bronchi, with respiratory troubles as sequellae. 
Ear OPERATIONS. 

In nearly all ear operations, much the same thing 
has to be done. Keep the drainage free, the meatal 
or post-aural opening patent, and nature will do the 
rest. 

1. In paracentesis, it is not advisable to block the 
meatus either with gauze plugs or cotton wool. 
Leave it open for drainage, carefully protecting the 


auricle with light pads of gauze. Encourage the pa- 


tient to lie on the diseased ear. Syringing must be - 


absolutely forbidden, as the pus by that method 
would be washed into the antrum and mastoid cells, 
and mastoid disease is liable to ensue. Clean out 
gently with absorbent wool and then two or three 
times a day insert glycerine-and-phenol drops. 

2. Acute mastoid disease. After what is called 
a cortical mastoid or Schwartze operation, good 
drainage should be left for the pus from the mastoid 
to have free exit. We usually insert strips of gauze 
or sometimes iodoformized gauze, but plain gauze 
is best. Every second day or so change the gauze 
and clean the cavity. The gauze should be discon- 
tinued in a week or ten days, as it tends to cause a 
sinus, 

I consider a small drainage tube better than gauze 
and would recommend this mid-victorian idea. The 
pus gets freer exit and the tube does not cause the 
same irritation. Occasionally the wound has to be 
cleaned out thoroughly with peroxid or hydrogen to 
obviate any hard pus or blood lodging. When exu- 
berant granulations form they can be easily destroy- 
ed with sulphate of copper, chloride of zinc or, more 
thoroughly, with trichloracetic acid. Sometimes the 
wound becomes sluggish and dead-looking and must 
be stimulated with red lotion. 

The chef feature is to get the wound to heal from 
the bottom; if it is allowed to heal superfically and a 
cavity is left, future trouble will result. 

3. Radical mastoid operations require same after- 
treatment as in acute cases, but the drainage will be 
through the meatus, and the best plan to keep the 
meatus from contracting is to insert a large tube for 
ten days or so. To obviate clots in the antrum or 
attic, gauze can be inserted at the time of the opera- 
tion with the end coming through the drainage tube, 
this to be removed on the second day without dis- 
turbing the tube. 

The cavity can be carefully cleaned through the 
tube with diluted peroxid of hydrogen and some as- 
tringent antiseptic, but the cavity should not be 
plugged again. The freer the drainage the better. 

Iodoform emulsion and B. I. P. are not suitable 
for mastoid operations. They certainly cause a clean 
cavity by lining it with a crust, but the process of 
healing and granulating will not flourish until that is 
removed. It prevents or at least prolongs healing 
and tends to interfere with profuse drainage of the 


granulating surface. I have noticed in many cases © 


that iodoform in any form irritates the surface of 
the epidermalising area and so delays the healing 
of the cut surfaces. The chief thing to aim at, in 
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treating mastoid wounds, is to ensure a good meatus 
for drainage, and if the disease has been removed, 
the cavity inside will gradually heal. Of course ex- 
yberant or unhealthy granulations will grow, and 
need treating with caustics, such as sulphate of cop- 
per or pure phenol. The cavity has to be carefully 
deaned with spirit or antiseptics so as to remove 
all accumulation. The patient should lie as much as 
possible on the diseased side. 

Nature’s process of repair is by granulation tissue 
and the discharge will obviously be copious. To 
maintain asepsis is impossible, but the cavity can be 
deaned with peroxid of hydrogen, etc., and alcchol 
inserted to kill the bacteria, but the fact to remember 
is free drainage. There must be no damming back 
of the discharge by plugs, hard dressings, etc. Ex- 
posure to the fresh air will do good. Get the dress- 
ing removed as scon as possible, for it causes heat 
and moisture and tends to cultivate more discharge. 

The whole treatment can be summed up as fol- 
lows: After a thorough operation and the removal 
of all disease make a free exit for the pus, clean 
every day with antiseptics, but on no account insert 
plugs or cotton wool. If granulations tend to ob- 
struct the meatal opening, then some caustic is ap- 
plied to destroy these and keep the meatus patent. 
Occasionally one has to gently syringe the cavity 
after radical mastoid operation with a mild anti- 
septic solution to remove large pieces of hard pus 
or a hard blood clot which refuses to dissolve, or 
even to remove a chip of bone left in the cavity. As 
arule peroxid of hydrogen will clean the cavity, but 
gentle douching is occasionally beneficial. 

Ionization for chronic suppuration of the ear is a 
treatment at present advocated. In many cases it 
kills the bacteria and dries the discharge. After a 
radical mastoid operation, when the antrum and cells 
are opened and exposed, ionization is very beneficial 
to hasten the slow process of healing. In fact, I 
have seen several cases that did wonderfully well 
after the application. Although I cannot say I have 
had much experience with it, yet I would advise it 
strongly. I hope that by its aid the after-treatment 
of mastoid cases will be shortened by many weeks. 


THE SPIRIT OF SURGERY. 

Good surgery comes as much from the heart as 
from the head. Let the industrial surgeon love his 
work; let him get the aseptic conscience; let him be 
filled with zeal to save life, prevent suffering and 
testore function, and he may be trusted to develop a 
technic and seek out the best remedies—A. W. 
Co-corp in the International Journal of Surgery. 


of the arteries, veins and nerves. 


DENTAL PATHOLOGY AND THE 
PHYSICIAN. 
Jacos Posner, D.D.S., LL.B., 


Instructor in Oral Surgery, New York Homeopathic Medi- 
cal College, and Flower Hospital. 


New York. 


There have been so many so-called medical cases 
that have responded to treatment from a dental 
standpoint that it behooves every medical practitioner 
to investigate the mouth as part of a general exami- 
nation. 

There was a period when the dentist was chiefly 
concerned with the mechanical part of his occupa- 
tion. As time passed, dentistry began to be looked 
upon as a more than a prosthetic art, and in 1839 the 
Baltimore Dental College was founded. The public 
found good use for the dentist, but the medical pro- 
fession regarded dentistry with indifference, feeling 
that as a healing art it had no connection with the 
broad science of medicine. 

It is quite true that the dector of dental surgery 
is limited to the mouth for his field of operation. 
On the other hand, the physician is accountable for 
the heart and lungs, the’ liver and the kidneys, the 
stomach, intestines, gall-bladder, and other internal 
organs. He must’recognize diseases of the skin and 
He must under- 
stand the blood, digestion and elimination. In short, 
he must recognize and treat the thousand and one 
ills to which human flesh is heir. . 

Small wonder, therefore, that the dentist, watch- 
ing over the human mouth alone has been relegated 
to a secondary position in the preservation of health. 


Within the last year, volumes have been written 
on the subject of focal infection. The teeth were 
found to play a leading role in this insidious afflic- 
tion, and immediately the limelight was thrown on 
the dentist. Careful investigators have determined 
that many fugitive diseases owed their inception and 
continuance to diseased areas in and about the teeth. 
When the connection between infected teeth and dis- 
eases in other parts of the body was demonstrated, 
a great bond of understanding grew up between the 
medical and dental professions. Dentistry is now 
recognized as a special branch of medicine. 


Dr. Cotton, of the New Jersey State Hospital for 
the Insane, found that infections and toxemias were 


responsible for the presence of many people in that 


asylum. He states that of 400 cases, 274 were sent 
home as cured after elimination of foci of infection 
in the mouth. Of 200 cases of iritis, 74 were due 
to bad teeth. Examples are cited of patients who 
could not see, due to hemorrhage of the retina, who 
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recovered vision upon the removal of an abcessed 
molar. I recently removed 20 broken-down teeth in 
the mouth of a scrubwoman who. was unable to work 
because of arthritis deformans. Her fingers were 
swollen and painful and almost useless. Within a 
week after her mouth was cleaned up, her hands 
had returned to normal, and she was ready to go 
back to her work. Included in the list of diseases 
caused by oral infection are: arthritis, nephritis, em- 
bolic pneumonia, anemia, pyemia and septic gastritis. 
These and many other diseases often originate in in- 
fected tooth conditions. 

It is well to sound a note of caution at this point, 
for it does not necessarily follow that inability to dis- 
cover just what ails a patient places the seat of the 
trouble in the teeth; and the records show not many 
cases where an awkward situation arises when the 
patient, after submitting to the extraction of all his 
teeth, continues to suffer from his ailment. An un- 
dersanding study of the mouth may enable a ready 
solution of what otherwise may prove a very baf- 
fling case. 

Besides actually guilty of many of the inflamma- 
tory diseases already described, infected teeth fre- 
quently produce certain changes in the mouth, jaws, 
face and skin, which may be observed by the phy- 
sician before the dentist is consulted. 

Each tooth is hollowed out in the center where the 
nerve and bloodvessels lie. Through caries or some 
other cause, the part of the tooth exposed in the 
mouth is broken down, and the nerve is bared. If 
there is dental intervention, the exposed contents of 
the root canal become infected with the microor- 
ganisms of the mouth, pus is formed at the apex of 
the tooth, and there is established a nidus of infec- 
tion. This is the alveolar abscess and the starting 
point of a condition which demands the skill of the 
dentist, and finally, perhaps, the aid of the phy- 
sician. 

The pus formed after the death of the pulp, seeks 
to escape and takes the line of least resistance. That 
is the small stretch of bone between the end of the 
root and the nearest point of the gum. Once the pus 
has penetrated the bone the soft tissues become 
swollen and there is then the typical abcess. Some- 
times the resulting swelling of the cheek persists for 
several days before treatment is sought. The patient 
seeing the face swollen, and the glands beneath the 
jaw enlarged, may not suspect a guilty tooth and find 
his way to a physician’s office. A glance in the 
mouth discloses the true condition. The tooth near- 
est the swelling will usually be broken down, dis- 


‘colored or loose, and fluctuation of the soft tissues — 


near the root of the tooth can usually be felt. A 
patient came to a dental clinic in the city for treat. 
ment, after having been in the hands of a physician 
for several days, though not then suffering from 
toothache. He had a swollen cheek and enlarges 
submaxillary lymphatics; his physician was treating 
the condition with the violet ray. He utterly neg. 
lected to examine the mouth, because the patient did 
no complain of toothache. When the tooth finally 
ached, the patient came to the clinic, where a casual 
glance showed an abscessed lower molar. Two days 
ailments have simultaneously disappeared. 

Sometimes, when the putrefactive gases are not 
confined in the infected tooth, the pus bores through 
the bone alongside the tooth, and enters the mouth 
through an opening which it effects in the gum. This 
condition becomes chronic, and there is a constant 
discharge of pus through the sinus thus formed, 
This is the typical so-called gum boil. Whenever 
such a suspicious lesion is seen, remember the teeth, 
for they readily explain its presence. 

There is another pathological condition about the 
ends of dead teeth in which, however, the pus does 
not escape. This is known as a blind abscess. In 
such cases the bone at the apex of the tooth becomes 
destroyed and toxins from the infected area are ab- 
sorbed. The patient is unaware of the condition 
and many years often elapse before it is discovered 
and treated. Upon the removal of the offending 
cause, which is usually a broken-down tooth, chronic 
aliments have simultaneously disappeared. 

The root of a normal tooth is covered by an it- 
vestment known as the peridental membrane. Thi 
supplies nourishment to the tooth. Upon the deat 
of the pulp, pathological changes occur at the apes, 
resulting in the thickening of the peridental mem 
brane. As the membrane at the apex becomes thick 
ened and enlarged it encloses bacteria within it. This 
is known as a granuloma. Upon the extraction ofé 
dead tooth, the granuloma is ofttimes seen attachei 
to the apex, usually the size of a blueberry. Tht 
granuloma enlarges at the expense of the surrouné- 
ing bone, and finally bulges out the cortical layer 
the mandible or maxilla. This is a dental cyst. 4 
case is recorded in the medical books where a dent! 
cyst was mistaken for a malignant tumor and half th 
mandible sacrificed as a result. The dental cyst! 
painless, and in cases where the cyst has extent! 
so as toa bulge the outer plate of bone, an egg-sh 
yielding surface may be detected on pressure. It 
harder than the surface of a growth and is not # 
tended by any of the symptoms of inflammatidé 
pain, heat, swelling, redness and impaired functiot 
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X-ray examination affords absolute diagnosis in cases 
of dental cyst. 

Attention has been called to the fact that pus 
seeks the easiest method of egress. Sometimes the 
sinus so formed is quite long and brings the discharge 
‘of pus to a distant point. At other times the pus 
from a tooth may discharge into one of the natural 
cavities in the head. The apex of the upper central 
incisors is found almost at the floor of the nose. 
When these teeth are diseased the pus is frequently 
discharged into the nasal cavity. A catarrhal condi- 
tion is thereby simulated. 

The abscessed canine will open at times on the 
face, just below the orbital ridge, and form a chronic 
sore. These cases are often regarded as of a luetic 
nature until a careful observation of the mouth shows 
the diseased tocth as a source. 

In the lower jaw the fistula might open beneath 
the chin and resist all treatment to cure the festering 
sore. An incisor is usually found to be abscessed 
in this case. The molar tooth may form a sinus dis- 
charging on the face beneath the angle of the jaw 
and appearing to be a local skin lesion. In all of 
these cases a careful examination of the mouth will 
usually reveal the true cause. 

There is a condition known as trismus, which the 
physician is often called in to see. The patient is 
unable to. open the mouth. The offending agent is in 
a majority of cases an impacted third molar or one 
with a peri-coronal infection. The pus has impaired 
the muscles of mastication. It is purely a local con- 
dition. In ankylosis there is an impairment of the 
structure of the temporomandibular articulation it- 
self. Accompanying trismus there is usually an en- 
largement of the submaxillary lymphatics. Trismus 
is, therefore, to be differentiated from lock-jaw due 
to tetanus. The x-ray plate will assist the diagnosis 
and show the guilty wisdom tooth. 

Of the patients complaining of neuralgia, constant 
headaches, pains in the eyes and forehead, many can 
be afforded immediate relief upon the removal of one 
or more infected teeth. One has only to see the 
ramifications of the fifth nerve through the head to 
realize how readily it may become the source of 
neuralgic pains. While examination of the mouth 
will disclose broken-down teeth, it is no less impor- 
tant that mouths in which there are no teeth be com- 
pletely x-rayed. A radiographic examination in 
edentulous cases will often disclose unruptured 
teeth and buried roots. An old woman who had 
long been a victim of headaches obtained permanent 


‘telief when an unerupted canine tooth was removed. 


Although she had been examined by physicians and 


dentists, no one thought it necessary to radiograph 
her mouth, as no teeth were present. At a clinic in 
the city, where a dental series is taken of all cases 
as a matter of routine, this unerupted canine was 
fortunately discovered. and removed. Unerupted 
wisdom teeth are frequently the source of obscure 
neuralgic pains, and third molar areas should be 
radiographed, especially where these teeth are not 
present. 

Owing to their location, infection of the second 
bicuspid and molar teeth is frequently transmitted to 
the antrum of Highmore; the apices of these teeth 
may protrude directly into the antrum, and it is there- 
fore readily seen that any disease of these teeth can 
set up an empyema. Treatment through the nose 
will in such cases prove of no avail so long as infect- 
ed teeth protruding into the antrum are allowed to 
remain in place. 

In conclusion, I would again stress the necessity 
of including the mouth in a general examination of 
the patient, for thus many fugitive diseases may be 
traced to their source and intelligently eliminated. 

152 WEST 42ND STREET. 


APHORISMS CONCERNING GASTRO-DUO- 
DENAL DIAGNOSIS.* 
Lewis Grecory Core, M.D., 
New York City. 


Of a subject of such broad scope time will not al- 
low thorough consideration. Statements concerning 
gastro-duodenal diagnosis have beer made by the 
writer during the last decade and he has attempted 
in various articles to give the evidence on which such 
statements were based. Following the test of time, 
some of these statements will be assembled and re- 
iterated in this paper in the form of aphorisms, 
without the giving of facts in proof thereof, since 
these facts may be found in the original communica- 
tions. These statements are based on serial roent- 
genography, namely, on a series of not less than forty 
plates made in at least three postures and at five dif- 
ferent periods of digestion. They do not apply to 
fluoroscopic examinations, single plates, or even 
multiple plates unless these have been made in the 
manner indicated. Any attempt to apply these state- 
ments to a less complete examination will lead to 
disaster. 

Gastric CANCER. 
Gastric cancer comes as a thief in the night and 


gets a grip on the very vitals of its victim without’ 


giving sufficient warning to justify an x-ray exami- 
nation and often without showing sufficient symp- 


*Read at the Thirty-First Annual Meeting of the New York and 
New England Association of Railway Surgeons, 1921. 
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toms to influence the patient to consult a physician. 

A negative or positive diagnosis for gastric cancer 
should be made solely on the roentgenological find- 
ings in every gastro-intestinal case; equivocal diag- 
nosis or pussy-footing should not be permitted. 

The negative or positive roentgen diagnosis of 
gastric cancer is more accurate than any or all other 
methods combined, except possibly that of an explor- 
atory laparotomy. 

The type of carcinoma and, therefore, to a certain 
degree, its malignancy may be determined with a 
reasonable degree of accuracy. 

The inoperability or operability of gastric cancer 
either for palliation or cure and the type of opera- 
tion that may be attempted can be determined as ac- 
curately before the belly is opened as after. 

Metastasis, which cannot be shown by the +-ray, 
mav render an otherwise operable case hopeless. 

Un to this time more than one-half of the cases of 
gastric cancer presenting themselves for an x-ray ex- 
amination have been inoperable at the time of this 


examination. 
Gastric ULceEr. 


Gastric ulcer can be diagnosed by means of serial 
roentgenography with a greater degree of accuracy 
than by any other method or by all other methods 
combined, including exploratory laparotomy. 

Gastric ulcers may be classified in four or five 
tyne-grouns with the same degree of accuracy that 
they can be diagnosed. 

A gastric cancer is a cancer from the start, but it 
may ulcerate late or early. 

An ulcer is an ulcer from the start and practically 
never becomes malignant. 

More than 90% of gastric cancers have no roent- 
genological resemblance to any kind of ulcer. 

More than 90% of gastric ulcers in no way resem- 
ble cancer. 

Less than 10% of gastric ulcers, those of the 
florid type, resemble an ulcerating carcinoma to such 
a degree that the two cannot be differentiated either 
by roentgenological examination or exploration. 

I do not know of a single case where an ulcer diag- 
nosed by me as such has subsequently developed a 
cancer at the site of the ulcer, or where a patient sub- 
sequently died of gastric cancer. The statement 
just made obviously does not apply to the 10% of 
cases where the differential diagnosis between florid 
. ulcer and ulcerating cancer cannot be made. 

By studying the natural history of gastric ulcers 
under medical treatment and radiological control, one 
can determine whether gastric ulcers ever become 
malignant and, if so, whether the percentage of these 


is greater than the incidence of gastric cancers per 
capita. If so, the difference indicates the percentage 
of gastric ulcers that become malignant. Medical 
treatment under radiological contro! should first be 
applied to those 90% of gastric ulcers that do not 
resemble ulcerating carcinoma. Progress of the 
ulcer or a severity of persistency of the symptoms 
may subsequently demand surgical treatment in some 
of these cases. 

The statement that 68% of gastric ulcers become 
malignant is the crowbar with which many cases of 
benign gastric ulcer are pried onto the operating 
table. 

My plea is for a square deal for the patient and 
that the 68-inch crowbar should not be employed to 
pry onto the operating table that 90% of patients 
having ulcer that does not resemble ulcerating car- 
cinoma. 

Surgical procedure may be indicated in that 10% 
of ulcers resembling carcinoma; but give the patient 
a square deal here, too. Tell the patient or his 
friends that he has a growth in the stomach, that the 
x-ray diagnostician cannot tell whether or not it is 
cancer, that the surgeon cannot tell at the operation 
and that the pathologists may disagree. Tell him 
that he has a fifty-fifty chance that it is not malig- 
nant, that if it is malignant his chance of cure is as 
that of the proverbial snowball; and that if it is be- 
nign and removed there is a mortality of 10% in 
such cases. Then if he wishes to be operated upon, 
well and good. 

That portion of the tract just beyond the pyloric 
valve previously known as the first portion or as 
cending portion of the duodenum has none of the 
characteristics of the duodenum, and is now more or 
less generally referred to as the “cap.” 

Practically all so-called duodenal ulcers occur in 
the cap and if this cap does not have the character- 
istics of the duodenum and is not duodenum, thet 
the term duodenal ulcer is a misnomer, and the term 
“postpyloric ulcer” or “ulcer of the cap” should be 
applied. 

Codman, in his first communication on this sub- 
ject, said, “When I go a-fishing I wish for an ‘all 
seeing eye’ that could detect all the fish in the bot 
tom of the pond.” He referred to an eye that could 
detect postpyloric ulcers. 

Codman must have carried Aladdin’s lamp whet 
he made this wish, because within cighteen months 
such an eye was fairly well developed in the form 
of serial roentgenography. With that “all-seeing 
eye” one can observe all the fish in the bottom df 
the pond, little ones and big ones alike. Postpylor 
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ulcers may be diagnosed and their location and char- 


acter determined by serial roentgenology with as_ 


great a degree of accuracy as by surgical exploration. 

The type of postpyloric lesion described by Moy- 
nihan, Mayo, Codman and others can be more graph- 
ically illustrated by roentgenograms than by photo- 
graphs, drawings or description. 

-Moynihan’s first statement in his chapter on the 
treatment of duodenal ulcer is as follows: “In my 
opinion, the treatment of chronic duodenal ulcer 
should always be surgical.” 

In another chapter Moynihan says: “The symp- 
toms of duodenal ulcer are so characteristic that the 
diagnosis may be made by correspondence.” The 
development of this “all-seeing eye” enables one to 
see ulcers in three times as many cases as could be 
diagnosed by correspondence. One can see the big 
fish that are worthy of the surgical angler’s skill 
and the little ones that simply nibble at the bait. 
Wise is he who angles only for the big fish; every 
good sport despises the “fish hog.” If the unusual 


_ method of serial roentgenography is employed and 


thereby three times as many ulcers are diagnosed, 
obviously that additional two-thirds will not have 
symptoms so severe or so characteristic as those that 
can be diagnosed by correspondence; therefore, Moy- 
nihan’s statement concerning surgical treatment does 
not apply to them. | 

If serial roentgenography is employed in diagnosis 
it should also be employed to a certain degree in de- 
termining when a surgical procedure is necessary. 
The reentgen indications for surgical intervention in 
postpyloric ulcers are as follows: induration, or 
cicatrical contraction, causing a stenosis of the cap, 
with partial or complete failure of gastric compensa- 
tion and a prolonged gastric retention; or, secondly, 
a deep crater with a thick, turgid edge. 

The roentgen indications for surgical procedure 
are not present in two-thirds of the cases of post- 
pyloric ulcer diagnosed by this method of examina- 
tion. Symptoms from the ulcer in those cases not 
having roentgen indications for surgical procedure, 
may be so severe or so protracted that the patient 
may demand relief by surgery. He can get the sur- 
gery but not always the relief. 

The surgeon who has operated upon a case of post- 
pyloric ulcer where there were roentgen indications 
for surgical procedure is invariably willing to stay 
on the same sidewalk when he sees his patient coming 
down the street. | 

The whole question of gastro-duodenal diagnosis 
and treatment may be summed up in two aphorisms: 

I. The roentgen diagnosis of gastric cancer, gas- 


tric ulcer, and postpyloric ulcer is as accurate as the ~ 


roentgen diagnosis of fractures. 

2. Roentgenography is as valuable in determining 
the indications and type of surgical treatment of gas- 
tric cancer, gastric ulcer, and postpyloric ulcer as it 
is in the adjustment of fragments in the case of frac- 
ture. 


A NOTE ON PANCREATIC STONES, WITH 
REPORT OF TWO CASES.* 


ParRAN JARBOE, M.D., F.A.CS., 


Surgeon to St. Leo’s Hospital, 
GreENsBoro, N. C. 


’ Pancreatic lithiasis is a relatively rare disease. 
That a few more cases are being reported during re- 
cent years is no doubt due, not to the increased inci- 
dence of this condition, but rather to its better recog- 
nition. My purpose here is to report two cases oc- 
curring in my service at St. Leo’s Hospital. 

So far as I know, there has never been anything 
definite brought forth as to the. etiology of pan- 
creatic calculi or the part they play in the development 
of diseases of the viscus, nor, on the other hand, as 
to the part pancreatic diseases play in the develop- 
ment of calculi. It would seem that infection in the 
ducts is the most likely cause, as in the formation of 
biliary calculi. If the free passage of pancreatic 
fluid is interfered with, producing a stasis, there de- 
velops a chronic pancreatitis. Stones may be single 
or multiple, located at different points or filling the 
entire duct. Their size varies from that of a pin- 
head to a half-inch in diameter. In appearance they 
resemble the salivary calculi. They are composed of 
calcium carbonate and organic matter, but contain 
no cholesterin or bile pigments. The diagnosis is 
seldom made except when operating for some other 
condition. However, Einhorn states that colicky 
pains occurring periodically in the epigastrium, ac- 
companied by a transient glycosuria, point to the 
presence of a stone in the pancreas. He advises 
careful examination of the feces; if a calculus is 
found therein, showing no bile pigments it is prob- 
ably of pancreatic origin. The occurrence of sugar 
in the urine during an attack is very significant; but 
there seems to be a large percentage of cases of pan- 
creatic calculi in which there is no associated gly- 
cosuria. 

The general symptomatology so usally resembles 
that of diseases of the gall-bladder that a differential 
diagnosis is, as a rule, impossible. At operation in 
every case of suspected gall-bladder diseases, we 
should always bear in mind the possibility of stones 


*Read before the North and South Carolina Section of the Amer- 
ican College of Surgeons, Asheville, N. C., 1922, 
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in the pancreas being responsible for the symptoms, 
especially if the examination of the gall-bladder re- 
veals no gross lesion except distension. A very care- 
ful survey of the pancreas should always be made in 
such cases. 

The approach to the pancreas for the removal of 
stones may be one of several routes. A median ab- 
dominal incision is made above the umbilicus. In thin 
individuals where there is a relaxation of the abdom- 
inal viscera, an opening through the gastro-hepatic 
omentum, pulling the stomach downward and to. the 
left, gives the best exposure. If the stomach is high 
the gastro-colic route should be chosen. The pan- 
creas may also be exposed as in a posterior gastro- 
enterostomy, by going through the mesentery of the 
transverse colon or by lifting up the apron of the 
great omentum and incising it at its attachment to 
the bowel, stripping it off with a piece of gauze along 
the course of the incision. A stone in the head of 
the pancreas may be removed by opening the duo- 
denum—as we do for a duodenocholedochctomy. 
Elevation of the patient’s back by means of the kid- 
ney bar or sandbag greatly facilitates the exposure 
by bringing the pancreas up into the wound. On pal- 
pating a pancreas containing stones there is a very 
characteristic crackling feel, which was most decid- 
edly noted in both of my cases. Before opening the 
duct care should be taken to wall off the rest of the 
peritoneum by suitable packing. As small an open- 
ing as possible should be made, the stone, or stones, 
removed and the incision closed with fine linen or 
silk sutures. Hemorrhage is inconsiderable. It is 
always advisable to use drainage. 

Case I: A white female, 56, had been complain- 
ing of abdominal distress with an occasional colicky 
attack for two or three years. She had lost consid- 
erable weight by reason of what she thought was in- 
digestion. She was told by several physicians that 
she had gall-bladder disease, for which reason she 
entered the hospital. She was a fairly well-develop- 
ed woman, complaining then of soreness in the 
region of the gall-bladder radiating down towards 
the appendix. The urine on entry into the hospital 
showed a slight trace of sugar, but this cleared up 
after the second day. There was nothing else ab- 
normal noted in her physical condition. The blood 
examination was practically normal, except a rather 


low hemoglobin percentage. A probable diagnosis 
of chronic cholecystitis was made. 


At operation the gall-bladder was found to be 
rather large and containing three fairly good sized 
stones. ‘The appendix was removed because, al- 
though there was no active inflammation existing at 
the time, there were some adhesions. The gall-blad- 
der was then removed. Three nodular enlargements 
were then noted on palpation along the course of the 
pancreas. Suspecting that they were stones, a small 


incision was made through the gastro-colic omentum 
and the pancreas further exposed. “Crackling,” as 
above referred to, was very definite and the stones 
could be easily palpated. The incision was enlarged 
and the stones removed according to the technic 
above described. The patient made a good operative 
recovery. Sugar was noted in the urine at two sub- 
sequent examinations, but at the time of discharge 
the urine was negative. The patient has been ob- 
served on two different occasions since, one within 
six and the other within twelve months after the 
operation, and while her convalescence was some- 
what slow, there has been a gradual and satisfactory 
improvement. 

Case II: A negro woman, aged 47, entered the 
hospital for multiple uterine fibroids. There was no 


clear history obtainable except that she stated she 


had always been a sufferer from indigestion and con- 
stipation. There was nothing to cause any suspicion 
concerning the gall-bladder or pancreas. She did say, 
however, after the operation, that she remembered 
having several attacks of “cramp colic” two or three 
years ago. Hysterectomy for the fibriods was per- 
formed, and on exploring the gall-bladder it was 
found filled with stones. A high incision was made 
and the gall-bladder was removed. On further ex- 
ploration it was noted that the entire duct of the pan- 
creas was hard and apparently filled completely with 
calculi. A small exploratory incision was made in 
the gastro-hepatic omentum to verify the diagnosis, 
which was readily done, but, owing to the fact that 
she had been on the table an hour and was not in 
very good condition, further operation was deferred 
for a later date. This has not as yet been performed, 
the patient having left the hospital but three months 
ago, but I have her assurance that she will return 
in the near future for removal of the pancreatic 
stones. The urine in this case did not show any 
trace of sugar. 


Acute MeEsentertc LyMPHADENITIS. 

In some of the cases the pathological picture in- 
cludes a uniform discrete enlargement of the mesen: 
teric glands which on miscroscopical examination, 
show a simple hyperplasia. Clinically the affection 
has an acute onset with chill, or chilliness, and fever 
ranging to 102° or 103° F.; with generalized abdom- 
inal symptoms rapidly localizing themselves in the 
right iliac fossa; and with moderate symptoms of 
intestinal disturbance. The clinical picture is very 
like that of an acute appendicitis, and in practically 
all of the cases which I have seen this error has been 
made in the diagnosis. The character of the phys 
ical findings is such as frequently accompany an ad- 
vanced form of appendiceal inflammation, and the 
objective symptoms include distention, rigidity, and 
well marked tenderness at McBurney’s point. All of 
the cases which I have seen have been operated on 
under this diagnosis—ApBraHam O. WILENSKY if 
the Medical Record. 
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THE NASAL TREATMENT OF DYSMEN- 
ORRHEA. 


Dysmenorrhea, painful menstruation, doubtless is 
due to many causes. Until recently the profession 
was inclined to emphasize mechanical factors, 
ascribing undue importance to stenosis with pre- 
sumed back pressure and spasm from expulsive ef- 
forts) It was but natural that operations directed 
towards enlargement ee the internal os uteri were 
popular. 

Today functional derangements due to endocrine 
disturbances occupy the center of the stage. It is 
safe ta predict that in the course of the next few 
years these will be properly evaluated. In most in- 
stances of dysmenorrhea organotherapy has proved 
of little value. 

A treatment whose rationale is unknown but which 
has proved successful in a large number of cases is 
the so-called nasal treatment of dysmenorrhea, intro- 
duced in 1908 by Fliess, a rhinologist, of Vienna. 
He made the interesting observation that cocainiza- 
tion of the septum and turbinates ameliorated the 
agony of dysmenorrhea and that cauterization of 
these areas permanently cured many of these suf- 
ferers, The explanation offered by Fliess is entire- 
ly unconvincing, but the large number of cures ob- 
tained place the value of this therapy upon a firm 


empiric basis. The success of the treatment depends 

largely upon the proper selection of cases. Nervous, 
overworked, undernourished women, especially 
school-teachers, nurses and stenographers, to whom 
dysmenorrhea is a very serious handicap, most regu- 
larly respond to this treatment, if the menstrual 
pain is accompanied by headache, nausea and vomit- 
ing. If examination shows an anteflexed, normal or 
somewhat hypoplastic uterus, without evidence of 
pelvic inflammation, such a case may be unhesitating- 
ly selected for nasal treatment. 

The intranasal cauterization should be performed 
during the intermenstrual time. Applications of 
trichloracetic acid to the septum and inferior turbi- 
nates under cocain anesthesia are made four times 
within this interval. The actual cautery should not 
be used because it produces eschars with constantly 
recurring scabs. After the fourth application it is 
well to wait to observe the two succeeding men- 
strual periods. If permanent relief is obtained no 
‘further treatment is indicated. If no relief has been 
secured, or if the improvement is transitory, a sec- 
ond series of applications is to be tried. 

If the cases are rigidly selected, as above indicated, 
fully fifty per cent. of cures may be expected. The 
treatment is particularly indicated in virgins, since it 
does not involve pelvic manipulations. It seems to us 
that the nasal treatment of dysmenorrhea is not as 
generally known, and certainly is not as widely em- 
ployed, as it deserves to be. We suggest that the 
family physician should familiarize himself with its 
possibilities. 


WILLIAM STEWART HALSTED. 


The death last month of Professor Halsted of 
Johns Hopkins University marks the passing of an 
illustrious figure in American surgery. Probably his 
name will continue to be, as it is now, most common- 
ly associated with the radical operation for carci- 
noma of the breast and the radical operation for 
inguinal hernia. But his other contributions to sur- 
gery—experimental and operative—and to surgical 
methods, were many and important. He introduced 
the use of rubber gloves, of gutta percha tissue for 
drainage and of silver foil for wound dressing. He 
was the first to perform re-fusion of the patient’s 
blood, after defribination, in carbon monoxid poison- 
ing, and the first successfully to ligate the first por- 
tion of the subclavian artery. His experimental 
work was varied and included methods of occluding 
the aorta and other large vessels, transplantation of 
the parathyroids, and intestinal anastomosis. His 
latest study, we believe, was of the causes and pre- 
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vention of edema of the arm after radical amputa- 
tion of the carcinomatous breast. 

But Halsted’s surgical stature is not to be meas- 
ured merely by these contributions to his science 
and art, large though they are. Beyond, and per- 
haps even above them, his influence as a teacher 
established his place in the roster of great American 
surgeons. Called from his activities in New York 
in 1889, he was one of the famous “Four Doctors” 
—of which Welch, Osler and Kelly were the other 


William Stewart Halsted, A.B., M.D., D.Sc., LL.D., 
F.A.C.S., F.R.C.S. 


(From “The Four Doctors”, painting by John S. Sar- 
gent, R. A. Copy of portrait by courtesy of the Library 
of the Surgeon General’s Office, U. S. Army.) 
three—who inaugurated the work of the Johns Hop- 
kins medical school, developed its faculty, establish- 
ed, with John Shaw Billings, its scholastic methods 
and, in succeeding years, made it the great medical 
school that it is. In the more than three decades that 
Halsted occupied the chair of surgery his output has 
been large indeed in the advancement of surgery, 
the development of surgeons, the molding of char- 
acter, the inspiration to scientific investigation. 


A shakiness of the hand may be some bar to the 
success of an operation, but he of a shaky mind is 
hopeless.—TREVES. 


Progress in Surgery 


Selections from Recent Literature 


Chronic Non-suppurative Osteomyelitis. (Uber chron- 
ische nicht eitrige Osteomyelitis.) A. WINKELBAUER, 
Archiv fur klinische Chirurgie, Bd. 120, Heft 2, 1922, 

There are definitely demarcated forms of chronic osteo- 
myelitis which are of the non-suppurative variety and which, 
clinically, seem to have no acute stage. Pathologically, 
these are marked by a total necrosis of the diaphysis of the 
bone, most probably of embolic origin. The necrotic part 
becomes absorbed spontaneously. An albuminous exudate 
which appears is not the end-result of any suppurative pro- 
cess, but, rather, can itself be secondarily infected. 


Mobilization of Joints With Bony Ankylosis. Wux1is 
C. CampseLt, Memphis, Tenn. Minnesota Medicine, 
September, 1922. 

Campbell states there are only two conditions that cause 
ankylosis in which open surgical procedures should be em- 
ployed for the purpose of restoring motion: (1) traumatism 
—crushing of the joint surfaces, tearing of the periosteum, 
or multiple fractures, followed by bony ankylosis; (2) acute 
infectious arthritis due to staphylococcus, streptococcus, 
pneumococcus, gonococcus, etc. 

The amount of bone to be removed is variable in dif- 
ferent joints and also in the same joint in different indi- 
viduals. In those with lax joints and weak musculature 
less bone should be excised. The interposition of some 
material such as fascia, muscle or periosteum should be 
employed. No structure is suitable for all cases, but when 
possible a living, viable flap should be utilized. Traction 
is used to separate the joint surfaces and prevent pressure 
necrosis of the intervening membrane. Arrticular surfaces, 
synovial membrane, capsule, muscles, fascias, bursae, etc., 
must be restored if a joint is to meet the requirements of 
the normal and have the same action. The after-treatment 
is begun as soon as there is healing of the wound. Active 
motion is encouraged, and passive movements daily increased. 
Intelligent co-operation on the part of the patient is essen- 
tial. In lower extremities weight-bearing is allowed as soon 
as tenderness has subsided. 

Methods employed in the hip, knee, elbow and shoulder 
joints are described. 


Preoperative Digitalization. A Method to Reduce 
Postoperative Complications. Samuet H. Geist 
and JosepH S. Somperc, New York City. The Amer- 
ican Journal of Obstetrics and Gynecology, August, 1922. 

In one group of cases patients were digitalized by a “rapid 
method.” The tincture of digitalis (standardized) was given 
as follows: 0.15 c.c. per lb. of body weight of patient was 
the total amount used. One-half of this was given 24 hours 
before operation, one-fourth six hours later, and the re- 
mainder six hours after the second dose. The second 
method of digitalization was less heroic. The dosage 
was smaller, and a preparation other than the tinc- 
ture was used. Digitan in one and one-half grain doses 
was given by mouth every.two hours for six doses coml- 
mencing 24 hours before operation. On the morning of 
operation two more such doses were given. : 

In comparing the two methods there is much to be said 
for both, but for general routine work the second is prob- 
ably the better. Similar results were obtained by 
method but there was less tendency towards digitalis nausea 
and vomiting with the slow method of administration. The 
doses were also smaller and the exhibition of the drug much 

easier. One and one-half grain of digitan equals 15 c.c. 0 

the standardized tincture. 4 

There were 39 undigitalized cases, all in good condition 
before operation except three. One of these three had 4 
myocardial weakening, one was asthenic and the other was 
anemic. Postoperatively, 30 per cent. of these had a poo 
pulse; two cases developed such a poor, weak, irre 
pulse that hypodermatic stimulation with a digitalis pre 
aration had to be used. Fifteen per cent. showed poo 
color, either pallor or cyanosis. Fifty-seven per cent. voir 
ited several times; 43 per cent. did not vomit or had 
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nausea. The alertness seen in the digitalized cases was 


lacking, instead the usual postanesthetic mental aberration 


was the rule. The rapid recovery seen in the digitalized 

cases was also missing in the greater portion, and the as- 

thenic condition of some of the patients was quite striking, 
when compared to the digitalized cases, who had had similar 

operative procedures. The average pressure drop was 14 

mm. taken at intervals of 6, 12, and 24 hours postoperatively, 

compared to the 3 and 5 mm. drop of the digitalis. cases. 

Post-operative complications were noted as follows: 
After the rapid digitalization method: in 27 cases, 1 case of 
bronchitis (ether), 2 days’ duration. After the slow method: 
jn 41 cases, I case of bronchitis (ether), 1 day duration. 
In undigitalized 39 cases: 6 pneumonia; 2 bronchitis; 2 
shock; 1 phlebitis. 

Progress in Cancer Research. Grorcine Lupen, Roches- 
ter, Minn. Minnesota Medicine, September, 1922. 

The history of cancer research shows that the formerly 
much derided biochemical conception of malignant growth 
has not only survived through twenty-four centuries, but 
that it is gaining ground today because instruments and 
methods for chemical investigations are available. 

The practical value of researches along chemical lines in 
malignancy has been demonstrated by recent investigations. 

The complexity of metabolic functions and the number of 
organs concerned in their regulation make it seem improb- 
able that any single cause of or cure for malignancy is 
likely to be discovered. The very multiplicity of the factors 
underlying malignant growth warrants, however, that the 
consideration of all factors which tend to disturb metabolic 
processes in the body, that is, chemical processes, will prove 
of benefit to the victim of malignant disease. 

The complete and.spontaneous regression of inoperable, 
malignant tumors in 100 well-authenticated cases is conclu- 
sive evidence that the human body can wage a winning figlit 
against malignancy. 

The knowledge that other patients have become clinically 
well, although the odds seemed entirely against them, can 
do no harm to any patient suffering from a malignant con- 
dition and may prove beneficial to him. 

Early diagnosis and early treatment of malignancy are of 
primary importance, but the regulation of the diet is of 
value, also, because it facilitates the chemical tasks of the 
body. 

The X-ray Diagnosis of Intracranial Affections with 
the Help of Dandy’s Method. (Zur Roentgendiag- 
nose der intrakraniellen Affektionen mit Hilfe des 
Dandyschen Verfahrens.) Pror. ARTUR SCHULLER. 
Wiener klinische Wochenschrift, August 24, 1922. 

Schuller’s experience is that ventriculography permits an 
establishment of the variety and grade of an existing hydro- 
cephalus, the differential diagnosis between cerebral and 
cerebellar tumors, the localization of a cerebral tumor, the 
establishment of the presence of a hydrocephalus with 
“kraniostenose”, and an opinion regarding the possibility 
and manner of the operative attack. 


An Operation for the Total Extirpation of Tumors 
in the Cerebello-Pontine Angle. A Preliminary 
Report. Watter E. Danpy, Baltimore. The Johns 
Hopkins Hospital Bulletin, September, 1922. 

The most frequent tumor in the cerebello-pontine angle 
is an encapsulated endothelioma arising from the lepto- 
meninges. Loosely embedded in the lateral wall of the 
brain-stem, it is potentially a benign tumor by virtue of 
its encapsulation. Its complete removal offers a permanent 
cure, but its extirpation has been attended by a mortality so 
high as to render such attempts inadvisable. In fact, the 
complete removal of such tumors with recovery has been 
regarded as impossible. As a result, a partial intracapsular 
enucleation has been the operation which has seemed to 
offer most to the patient; but such treatment of a poten- 
tially benign lesion is most unsatisfactory, for the tumor 
Must inevitably recur. The purpose of this preliminary re- 
Port is to present the salient features of Dandy’s operative 
Procedure. A bilateral suboccipital craniotomy performed 
with as much exposure of the affected angle as possible. 

he interior of the growth is removed with a curette. Fol- 
lowing this, the capsule is picked up with forceps and be- 
ginning at the upper and lower poles, carefully drawn away 


from the medulla, pons and mid-brain. The traction brings 
into view the several small veins and arteries crossing fro 
the brain-stem to the tumor. These vessels are ligated indi- 
vidually with silver clips or fine silk ligatures and divided. 
Gradually, in this painstaking way, the whole tumor is de- 
livered from its bed without bleeding, and without trauma 
to the brain-stem. The cranial nerves stretched by the 
tumor are automatically liberated as the capsule falls away 
from them. 


The Clinical Importance of Aseptic Infarction of the 
Kidney. Paut W Ascuner, New York City. The 
American Journal of the Medical Sciences, September, 
1922. 

To establish a clinical diagnosis of aseptic renal infarction 
we must find a source for an aseptic embolus (usually val- 
vular disease) or evidence of some constitutional or vascular 
disease which can produce thrombosis in the renal vessels. 
In cases of valvular disease we must exclude bacterial forms 
of endocarditis. Of the symptomatology emphasis should be 
placed upon the sudden onset with abdominal pain-and gas- 
‘tro-intestinal disturbances. It is characteristic for the pain 
to be anterior at first and to localize to the kidney region 
later. Lumbar percussion, however, elicits pain from the 
beginning and costo-vertebral tenderness persists after spon- 
taneous pain has ceased. While urinary abnormalities are 
not constant the presence of albumin and erythrocytes is 
confirmatory. 

The conditions with which renal infarction may be con- 
fused are in part: Appendicitis, cholecystitis, intestinal ob- 
struction, mesenteric vascular occlusion, perforative peri- 
tonitis. A second group of cases is that resulting from ob- 
structive lesions in the ureter occasioned by the presence of 
or passage of a calculus, blood clots, inflammatory, leuko- 
plakic or tumor tissue, or by angulation, spasm or intlam- 
matory swelling of the ureter. A third group of cases is 
that in which renal pain results from sudden increase of 
intracapsular pressure without obstruction in the urinary 
passages. Such would be produced by torsion of the vascu- 
lar pedicle of a floating kidney, compression of the renal 
veins by retroperitoneal hematomas or inflammatory pro- 
cesses, hemorrhage or congestion in a renal neoplasm. Ex- 
acerbations in chronic inflammations of the kidney, as in 
socalled nephralgie hematurique, produce a similar condi- 
tion and are specially difficult to differentiate. The renal 
congestional colics occurring in connection with menstrua- 
tion as described by French authors also belong in this 
group. 

Although a patient may recover completely from an at- 
tack of renal infarction the underlying disease places him 
in constant danger of subsequent attacks and of other more 
serious embolic or thrombotic accidents. 


A New Method of Operation for Extrophy of the 
Bladder. (Ein neues Methode.der operatiwen Behand- 
lung der angeborenen Harnblasenspalte.) RicHarp 
DracutTer. Archi fiir klinische Chirurgie, Bd. 120. 
heft 2, 1922. 

In correcting this deformity two essentials to secure are 
continence and sterility of the bladder. After discussing 
the various known methods, the author describes his new 
method, which consists essentially in dividing one ureter 
at an appropriate distance from the bladder, of implanting 
the proximal limb into the bladder and of rotating the blad- 
der and the lower limb of the divided ureter so that the 
latter can be drawn out onto the surface of the perineum 
within the confines of the rectal sphincters. The operation 
was carried out in a child. About 4 years later the patient 
could retain urine for approximately 3 hours and was wet 
only at night; the urine is turbid. 


The Relations between Ulcer of the Stomach and 
Duodenum and Epigastric Hernia. (Beziehungen 
swischen den ulcerdsen Prozessen am Magen und den 
epigastrischen Hernien.) Hans Scumipt. Archiv fiir 
klinische Chirurgie. Bd. 120; heft 2, 1922. 

Nothing in the history, physical, clinical, and x-ray ex- 
aminations gives sufficient criteria for the distinction be- 
tween pure hernias and cases in which ulcers coexist, so 
that in all cases operated upon a complete exploration is 
indicated. The similar x-ray findings between hernias ex- 
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isting alone, and those existing with ulcers seems to indi- 

cate in the author’s mind that some reflex excitation proceeds 

from the hernia as a causal element between it and the 
ulcer. The author believes that this upholds Bergmann’s 
theory of spasmogenic peptic ulcer. 

The Origin of Hunger Pains and their Interpretation 
in Ulcer Diagnoses. (Die Genese der “Hunger- 
schmerzen” und thre Bedeutung fiir die Ulkusdiagnose.) 
Pror. Dr. Scuur. Wiener klinische Wochen- 
schrift, August 10, 1922. 

Ulcer pain is explained on the basis of the presence of 

inflamed regional lymph nodes. Hyperacidity and muscle 

cramps are not considered sufficient to explain these pains. 

These pains indicate the presence of the lesion near or at 

the pylorus and the lesion is regularly an ulcer. 


Notes on Studies in the Physiology of the Gall-Blad- 
der. Lioner S. Auster and Burritt B. Croun, New 
York City. The American Journal of the Medical 
Sciences, September, 1922. 

Following a discussion on the anatomy and physiology of 

the gall-bladder and bile ducts, and a series of experimental 

studies on the law of contrary innervation and biliary drain- 
age, the authors conclude: 

The gall-bladder should not be viewed as an actively 
functioning organ that rhythmically fills and empties itself 
under the stimulus of digestion. . 
The liver bile has normal free ingress into the gall- 
bladder. 

An enormous concentration of bile in the bladder takes 

place with the addition of a mucous element. 

The flow of the bile originates in the liver and sweeps 

down the ducts into the duodenum disregarding in main 

part the gall-bladder, and such variations in bile flow and 
concentration as occur, originate in the liver in answer to 
the various degrees of food stimuli. 

The gall-bladder as an active organ does not seem to 

enter into the physiology of bile excretion, the outflow from 

the gall-bladder appearing to be in the nature of an over- 
flow incontinence. 

Non-Surgical Drainage of the Biliary Tract: A Few 
Clinical Experiences. H. J. Liroyp, Mankato, Minn. 
Minnesota Medicine, September, 1922. 

The Lyon-Meltzer method of duodeno-biliary drainage 

is of definite diagnostic value in infections of the biliary 

tract. It is believed that proper comparison should be made 
with contents of the fasting stomach. Cholecystitis and 
cholangitis present the clearest diagnostic picture. 

As a therapeutic measure, it is of distinct value in early 

stages of biliary tract infections, and postoperative treat- 

ment after cholecystectomy. 

As a diagnostic measure, its possibilities have not been 

fully developed or reveal A more general employment of 

the procedtre by the profession at large and a more thorough 
research by laboratory workers is necessary to establish its 
proper value. 

The Clinical and Surgical Significance of Small Scar 
Infiltrations in the Pyloric Sphincter. (Die 
klinische und chirurgische Bedetung der kleinen Narben- 
infiltrate in Pylorusschliesmuskel.) G. KEttinc. Archiv. 
fiir klinische Chirurgie, Bd. 120, heft 2, 1922. 

The communication concerns cases with small scar infil- 
trations in the pyloric sphincter with, clinically, vague 
symptoms, which occur subsequently to the more or less 
well-defined manifestations of ulcer. Evidently one is deal- 
ing with pyloric spasms in the neighborhood of these scars 
which can be observed during the laparotomy. These ac- 
count for the pain and for the hindrance to the emptying 
of the stomach with a concomitant increase in the acidity 
and in the food residues. Resection is the best form of 
treatment. 


Concerning Peritoneal Cysts. (Zur Kenntnis der Peri- 
toneal systen.) Dr. Atrrep G6peL. Frankfurter 
Zeitschrift fiir Pathologie. Bd. 26; Heft 3, 1922. 

Cyst formations in the peritoneum are analogous to those 

in the mesentery and are explainable on the basis of new- 

growth formations of the nature and structure of lymph- or 
chylangiomata in which obstruction forms in one of the 
passages to the outflow of the lymph with secondary dilata- 


tion. Mesocolon cysts are of a similar nature. In practicaj 
surgery these cysts are difficult to remove and radical re. 
moval is sometimes next to impossible. 
_ Another variety of peritoneal cyst originates in an endo- 
theliomatous growth in which secretory activity is present 
and in which the central portions atrophy and disappear 
leaving spaces filled with lymph. 

Both of these varieties can be single or multiple. 
Primary Carcinoma of the Appendix. MarGareT Wap- 

wick, St. Paul, Minn. Minnesota Medicine, September, 
1922. 

In the routine sectioning of all appendices removed at 
operation carcinomata are found in from .2 to 8 per cent. 

Two definite types occur: the spheroidal or benign, and 
the adenocarcinoma or malignant type. While these two 
types present a different histologic picture, there are gradua- 
tions from one to the other, making the differentiation be- 
tween the two types often impossible. Chronic inflammation, 
while usually coexistent with the tumor, plays an unim- 
portant role as an etiologic factor. Every appendix should 
be sectioned and when a carcinoma is present the patient’s 
later health should be carefully watched from the viewpoint 
of the possible appearance of metastases. 


Book Reviews 


Collected Papers of the Mayo Clinic, Rochester, Minn. 
Edited by Mrs. M. H. Mellish. Volume XIII, 1921. 
Large octavo; 1318 pages; illustrated. Philadelphia 
and London: W. B. Saunpbers Co., 1922. 

We shall not attempt even a partial list of the titles, or 
the names of the authors, of the many diverse articles pub- 
lished from the Mayo Clinic during the year 1921 and here 
reprinted in a single large book. Although we had read 
many of these articles as they appeared we found ourselves 
soon engrossed in reading some of them and several of 
the others in this attractive volume. While the articles 
are all accessible in the files of the journals in which they 
appeared, so many of them are important and often quoted 
that it is convenient, indeed, to have them thus gathered 
together and at hand when wanted. 

X-Ray Dosage in Treatment and Radiography. By 
WituiaM D. WITHERBEE, M.D., Radiotherapist, Pres- 
byterian Hospital, New York; and JouN Remer, 
Radiotherapist, New York Hospital, New York; Con- 
sulting Radiotherapist, United Hospital, Port Chester. 
Duodecimo ; 87 pages; 5 illustrations. New York: Tue 
MacMit_an Company, 1922. 

Much of the contents of this small but interesting book 
has already appeared in journal articles. The work is de- 
scriptive of the authors’ methods of determining +-ray 
dosage in deep and superficial radiotherapy and radiography. 


A Synopsis of Surgery. By Ernest W. Hey Gnroves, 
M.S., M.D., B.Sc. (Lond.), F.R.C.S. (Eng.), Surgeon 
to the Bristol General Hospital; Consulting Surgeon 
to the Cossham Hospital; Professor of Clinical Surgery, 
Bristol University; Examiner in Surgery, University 
of London. Sixth Edition. Octavo; 621 pages; illus- 
trated. New York: Wutt1am Woop & Co., 1922. 

This Synopsis of Surgery, more familiar to the English 
than the American profession, first appeared in 1906, and 
is intended as an epitome of the “salient facts in surgical 
practice” as a reference for the general practitioner and 
as an aid to the student preparing for examinations. It is 
quite comprehensive; a large amount of information is con- 
densed between its covers but very clearly put forth. This, 
the sixth edition, shows some alterations and such addi- 
tions as were required by recent surgical advances. 


The Surgical Clinics of North America. Volume 2, 
Number 3, Chicago Number. Volume 2, Number 4 
Boston Number. Philadelphia and London: W. B. 
SAUNDERS CoMPANY, June, August, 1922. 

These last two issues of “Surgical Clinics” contain much 
interesting and varied matter from the clinics of representa- 
tive Chicago and and Boston surgeons. We feel obliged 
again to express regret that not sufficient care is used to 
eliminate typographic errors. 
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